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Background/purpose: Chronic pain is commonly associated with disability and poor quality of life (QOL).
This condition has a signiﬁcant impact on the physical, psychological, and social well-being of older
adults. However, the studies carried out in Brazil are insufﬁcient to represent the multicultural charac-
teristics of the country. It is believed that cultural/environmental differences may inﬂuence health
management quality, with implications for older adults' health and QOL. Therefore, the aim of this study
was to assess the factors related to bodily pain in older female participants in a recreational program in
Brazil.
Methods: This study used a cross-sectional design. The participants were community-dwelling women
(60 years or older, n ¼ 99), categorized by low (n ¼ 68) or high (n ¼ 31) bodily pain. They answered
questionnaires regarding their general health and lifestyle, and performed several physical tests. Data
were analyzed with Chi-square test or Fisher's exact test for categorical variables and ManneWhitney U
test for continuous variables. Logistic regression was performed to identify confounding factors.
Results: A fully adjusted logistic regression analysis demonstrated that walking at maximum speed [odds
ratio (OR), 0.03; 95% conﬁdence interval (CI), 0.003e0.35; p ¼ 0.005], one leg stand (OR, 0.93; 95% CI,
0.88e0.99; p ¼ 0.03), and the QOL physical functioning domain (OR, 0.92; 95% CI, 0.87e0.98; p ¼ 0.01)
were all associated with bodily pain.
Conclusion: In summary, bodily pain is signiﬁcantly associated with poor maximum walking speed,
balance, and QOL physical functioning; these ﬁndings are reﬂective of poor QOL. Assessing bodily pain is
simple and can help diagnose further problems. Moreover, improvements in physical conditioning may
promote greater health and QOL in this population.
Copyright © 2015, Asia Paciﬁc League of Clinical Gerontology & Geriatrics. Published by Elsevier Taiwan
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ever, most studies have been conducted with developed pop-
ulations or aimed to demonstrate that pain is a consequence of
chronic conditions in institutionalized or community-dwelling
older adults.5e9
Thus, pain is frequently associatedwith poor quality of life (QOL)
and negative health outcomes such as disability, morbidities,
inﬂammation, poor social well-being, depressive symptoms, and
others.10e14 Although morbidities seem to account for the high
incidence of pain, we believe that chronic bodily pain is not a
compulsory consequence of morbidities and is more frequent in
older adults' daily lives than expected.
The study of pain has also received attention in Brazil, and
several studies have recently been published in this coun-
try.11,12,15,16 However, these studies have been conducted in devel-
oped areas of the country and cannot be extended to other regions
such as the northeastern part. Cultural and environmental differ-
ences throughout the country led us to assume that variability may
exist in the quality of healthmanagement. This variability may have
profound implications for older adults' overall health and QOL.
Owing to the increase in the older population, it was hypothe-
sized that the important health variables such as physical func-
tioning, QOL, self-reported sleep duration and quality, and
comorbidities, are related to general bodily pain in older women
who participated in a recreational group. Identifying factors asso-
ciated with chronic bodily pain is essential to developing and
applying punctual health interventions. These interventions are
particularly important for older adults because the aging process is
commonly associated with several adverse health outcomes.
Therefore, this study aimed to assess factors related to bodily pain
in older women who participated in a recreational program in
Brazil.
2. Methods
This study used a cross-sectional design.
2.1. Participants
The study participants consisted of older, community-dwelling
women from Brazil. These women were recruited for recreational
activities in northeastern Brazil. The recreational group is part of a
state university initiative created to promote health and QOL
through physical, cultural, and leisure activities. Activities were
performed in four groups, twice per week, for 1 hour per session.
Activities were coordinated by teachers of the physical education
undergraduate school, and students were selected from the phys-
ical education and medicine courses. Physical activities, such as
low-impact aerobics activities (using alternative materials; e.g.,
chair, balls, elastic bands), dance, and recreational games, were
performed during the classes. Social activities were performed on
special occasions, such as Christmas, Mother's day, Father's day, and
birthdays.
The research protocol was explained to all participants prior to
data collection. The participants were aided by trained assistants
during the tests. Only women were included in our study because
the majority of participants in these groups were female. In this
study, only women were selected so as to avoid the low statistical
power resulting from sex division owing to the small number of
male participants. Women, aged 60 years or older, who participated
in recreational activities, could carry out normal activities of daily
living (ADLs), and ﬁll out the questionnaires were eligible for this
study. In the event that participants were illiterate, questionnaires
were conducted using the interview format. Participants were
excluded from the study if they had any of the following: (1)uncontrolled cardiovascular, pulmonary, or metabolic diseases; (2)
any orthopedic conditions that could detract them from normal
ADL; (3) if the participants had undergone any type of surgery in
the past 3 months; (4) if the participants were forced to bed rest in
the past 3 months; or (5) received concurrent treatment for cancer.
Written consent was obtained after all participants were informed
of the purpose and procedures of the study. A total of 120 partici-
pants were recruited to participate in this research. However, 21 of
them were excluded from the analysis because they were younger
than 60 years and/or had missing data in their questionnaires. A
total of 99 participants met the inclusion criteria for the study and
were willing to follow the procedures. This study followed the
ethical guidelines of the Declaration of Helsinki and was approved
by Kyoto University Graduate School of Medicine Ethics Committee,
Kyoto, Japan (E1470).
2.2. Bodily pain
Bodily pain was assessed by asking, “How much bodily pain
have you had during the past 4 weeks?” Answers were provided
according to a 6-point Likert scale with the following options: (1)
none; (2) verymild; (3) mild; (4) moderate; (5) severe; and (6) very
severe. This question is part of the Short-Form 8 (SF-8) assessment
and represents the bodily pain domain. Only this questionwas used
to determine whether a single item could accurately assess bodily
pain and its related factors in older women. Participants were then
divided into two groups: low bodily pain (none, very mild, and
mild; n ¼ 68; coded as 0) and high bodily pain (moderate, severe,
and very severe pain; n ¼ 31; coded as 1).
2.3. General assessments
Participants answered a self-administered questionnaire
regarding their (1) sociodemographic characteristics, such as age,
living situation, educational level, and current work and ﬁnancial
satisfaction; (2) lifestyle and health factors, such as smoking and
alcohol consumption, self-reported sleep duration and quality,
minutes of physical activity per week, number of consultations in
the past 6 months, polypharmacy (considered to be 4 or more
concurrent medications), and morbidities; and (3) other relevant
health indicators, such as QOL (by the other domains assessed by
the SF-8). Bodymass index (BMI) and several physical function tests
(i.e., walking at usual and maximum speed and one leg stands)
were also collected.
Participants were asked about the presence of several morbid-
ities (e.g., lower back pain, osteoporosis, hypertension, hyperlip-
idemia, arthropathy). The responses were incorporated into the
analysis if the participants were assumed to use prescribed medi-
cations for a speciﬁc morbidity. The presence of more than one
chronic condition was also included in the analysis.
Self-reported sleep duration and quality referred to the amount
of time participants slept at night during the past month, and was
used to determine their subjective evaluations of the quality of
sleep. Height and weight were measured. BMI was calculated as
bodyweight divided by height squared.
QOL was measured using the SF-8, which is an abbreviated
version of the SF-36 and consists of eight domains, including gen-
eral health, physical functioning, role-physical, bodily pain, vitality,
social functioning, mental health, and role-emotional. These do-
mains are considered to be physical and mental component sum-
maries, as previously speciﬁed.17 A higher score on the SF-8
indicates better QOL. The bodily pain domain was given a partic-
ular emphasis in our analyses. Because physical and mental
component summaries were calculated from speciﬁc domains, they
were not considered for analytical purposes.
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ground during the walking tests. Another 10-m-long delimitation
was marked inside the previous one. Participants were ﬁrst asked
to walk the entire distance at their usual pace, and then return to
the initial position while walking at their maximum speed. The
time required to complete the inner 10-m distancewas assessed for
both the normal and maximum speeds. Measuring only the inner
delimitation was intended to avoid acceleration and deceleration
effects.18 In the one leg stand test, participants were asked to pick
up one leg and to hold it, with the hip in a neutral position and knee
ﬂexed to 90 and with their arms crossed. They were instructed to
maintain this standing position, and the time was measured until
the legs touched each other, the foot touched the ground, or the
arms moved from the starting position. Participants held this po-
sition for a maximum of 30 seconds.19
2.4. Statistical analysis
The data are presented as the median (interquartile range) or
respective percentage. The Chi-square test or Fisher's exact test was
used to compare the groups. The results were stratiﬁed by bodily
pain, with respect to education, living situation, work, ﬁnancial
satisfaction, self-reported quality of sleep, smoking, alcohol con-
sumption, number of medical consultations in the past 6 months,
polypharmacy, morbidities, and comorbidities. The Man-
neWhitney U test was used to compare age, self-reported sleep
duration, minutes of physical activity per week, BMI, physical
functioning, and the SF-8 domains (Tables 1 and 2).
Logistic regression was performed to analyze the potential
correlates of bodily pain in older Brazilian women. Initially, the
variables that showed p < 0.1 in the bivariate comparisons (Chi-
square test, Fisher's exact test, and/or ManneWhitney U test) were
included in a partially adjusted logistic regression model. The var-
iables were tested one by one, with age being entered as a covariate
(method enter). Although the variables were analyzed individually,
they are presented together in Table 3. Because of their strong effect
on bodily pain, low back pain and arthropathy were not included in
the logistic regression analyses.Table 1
Participants' general characteristics (total sample and stratiﬁed by low and high bodily p
Variables Total (n ¼ 99) Low
Age (y) 68 (65e72) 67.5
Educational level
1st to 4th grade (elementary school) 51.5 (51) 50 (
5th to 8th grade (junior high school) 17.2 (17) 16.2
1st to 3rd grade (high school) 20.2 (20) 20.6
Technical school 2 (2) 2.9 (
University 6.1 (6) 7.4 (
Illiterate 3 (3) 2.9 (
Living situation
Alone 3 (3) 4.4 (
Only partner 8.1 (8) 5.9 (
Partner and child(ren) 18.2 (18) 16.2
Only child(ren), no partner 27.3 (27) 26.5
Others 43.4 (43) 47.1
Work
No/Retired/Housework 74.7 (74) 73.5
Volunteer 3 (3) 1.5 (
Autonomous 18.2 (18) 22.1
Formal work 2 (2) 1.5 (
Others 2 (2) 1.5 (
Financial satisfaction
Satisﬁed 64.6 (64) 63.2
Normal 25.3 (25) 25 (
Dissatisﬁed 10.1 (10) 11.8
Data are expressed as median (25e75%) or % (n).Finally, all variables that reached p < 0.05 (i.e., walking at
maximum speed, one leg stand, comorbidities, SF-8 physical
functioning, SF-8 role-physical, SF-8 social functioning, and SF-8
role-emotional) in the partially adjusted model were inserted in a
fully logistic regression adjusted model stepwise method. Age was
also considered an adjusted covariate, and bodily pain was a
dependent variable. Statistical signiﬁcance was set at p < 0.05. All
analyses were carried out using the SPSS program version 21.0
(IBM, Chicago, IL, USA).
3. Results
A total of 99 individuals participated in the present study. These
individuals were divided into groups of low (n ¼ 68) and high
bodily pain (n ¼ 31). Data from the total sample are presented in
the tables. Sociodemographic characteristics are shown in Table 1.
No signiﬁcant differences were found between these groups with
respect to age, educational level, living situation, and current work
or ﬁnancial satisfaction.
The results regarding lifestyle and health factors showed that a
few participants smoked and that only 12.1% of participants drank
alcohol. There were no differences in the self-reported quality of
sleep. However, participants with short sleep durations reported
greater bodily pain. Moreover, no signiﬁcant differences were
found between the groups regarding physical activity, BMI, medical
consultation frequency in the past 6 months, or polypharmacy. The
morbidity results demonstrated that low back pain and arthrop-
athy were higher in the high bodily pain group than in the low
bodily pain group. Furthermore, the high bodily pain group per-
formed more poorly when walking at maximum speeds and had
less balance, according to the one leg stand test. Finally, the high
bodily pain group had lower scores on the SF-8 physical functioning
and role-emotional domains (Table 2).
When considering the variables that previously presented
p < 0.1 in the partially adjusted logistic regression analyses by age,
we veriﬁed that walking at maximum speed, one leg stand,
comorbidities, SF-8 physical functioning, and SF-8 role-emotional
remained statistically signiﬁcant. SF-8 role-physical and SF-8 socialain).
bodily pain (n ¼ 68) High bodily pain (n ¼ 31) p
(64e72.7) 68 (65e72) 0.67
0.97
34) 54.8 (17)
(11) 19.4 (6)
(14) 19.4 (6)
2) d
5) 3.2 (1)
2) 3.2 (1)
0.46
3) d
4) 12.9 (4)
(11) 22.6 (7)
(18) 29 (9)
(32) 35.5 (11)
0.26
(50) 77.4 (24)
1) 6.5 (2)
(15) 9.7 (3)
1) 3.2 (1)
1) 3.2 (1)
0.84
(43) 67.7 (21)
17) 25.8 (8)
(8) 6.5 (2)
Table 2
Comparisons for the participants' lifestyle and health aspects (total sample and stratiﬁed by low and high bodily pain).
Variables Total (n ¼ 99) Low bodily pain (n ¼ 68) High bodily pain (n ¼ 31) p
Smoking 3 (3) 2.9 (2) 3.2 (1) 1.0
Alcohol drinking 12.1 (12) 14.7 (10) 6.5 (2) 0.33
Self-reported sleep duration (h) 7 (6e8) 7 (6e8) 6 (5e7.5) 0.02
Self-reported quality of sleep 0.68
Good 76.8 (76) 77.9 (53) 74.2 (23)
Poor 23.2 (23) 22.1 (15) 25.8 (8)
Time of physical activity (min/wk) 120 (120e240) 120 (120e240) 120 (120e180) 0.12
BMI (kg/m2) 26.7 (24.3e29.2) 26.4 (23.7e29.1) 27.02 (24.7e30.2) 0.48
Consultation in 6 mo 0.51
None 6.1 (6) 7.4 (5) 3.2 (1)
1e2 44.4 (44) 41.2 (28) 51.6 (16)
3e4 28.3 (28) 27.9 (19) 29 (9)
5e6 14.1 (14) 17.6 (12) 6.5 (2)
 7 7.1 (7) 5.9 (4) 9.7 (3)
Polypharmacy (4 med) 27.3 (27) 30.9 (21) 19.4 (6) 0.23
Morbidities
Low back pain 35.4 (35) 27.9 (19) 51.6 (16) 0.02
Osteoporosis 41.4 (41) 39.7 (27) 45.2 (14) 0.60
Hypertension 66.7 (66) 66.2 (45) 67.7 (21) 0.87
Hyperlipidemia 38.4 (38) 36.8 (25) 41.9 (13) 0.62
Arthropathy 31.3 (31) 25 (17) 45.2 (14) 0.04
Other 16.2 (16) 19.1 (13) 9.7 (3) 0.23
Comorbidities 61.6 (61) 54.4 (37) 77.4 (24) 0.02
Usual walking speed (m/s) 1.08 (1e1.19) 1.09 (1e1.22) 1.06 (0.97e1.17) 0.08
Maximum walking speed (m/s) 1.66 (1.48e1.78) 1.66 (1.55e1.84) 1.55 (1.39e1.66) 0.002
One leg stand (s) 12.2 (5.44e19.1) 13.8 (6.33e23.7) 7.2 (4.68e14.61) 0.01
SF-8 General health 46.4 (38.4e46.4) 46.4 (38.4e46.4) 46.4 (38.4e46.4) 0.18
SF-8 Physical functioning 54.0 (48.3e54.0) 54.0 (48.3e54.0) 48.3 (40.0e54.0) 0.002
SF-8 Role-physical 53.9 (46.9e53.9) 53.9 (53.9e53.9) 53.9 (46.9e53.9) 0.07
SF-8 Bodily pain 47.6 (40.0e60.7) 53.3 (47.6e60.7) 40.0 (31.4e40.0) <0.001
SF-8 Vitality 55.6 (45.1e55.6) 55.6 (45.1e61.8) 45.1 (45.1e55.6) 0.13
SF-8 Social Functioning 55.2 (49.4e55.2) 55.2 (55.2e55.2) 55.2 (49.4e55.2) 0.08
SF-8 Mental Health 49.5 (41.5e56.7) 53.1 (49.5e56.7) 49.5 (41.5e56.7) 0.29
SF-8 Role-Emotional 52.4 (52.4e52.4) 52.4 (52.4e52.4) 52.4 (45.6e52.4) 0.04
Data are expressed as median (25e75%) or % (n).
BMI ¼ body mass index; SF-8 ¼ Short-Form 8.
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analysis (Table 3).
When all of the variables from Table 3, which showed a statis-
tically signiﬁcant difference (p < 0.05), were inserted into a fully
adjusted logistic regression model (stepwise method), only phys-
ical function (i.e., walking at maximum speed and one leg stand)
and the SF-8 physical functioning domain remained statistically
signiﬁcant (Table 4).
4. Discussion
The present study supported the hypothesis that important
health variables, such as physical functioning, QOL, sleep durationTable 3
Partially adjusted (by age) logistic regression method enter considering bodily pain
as a dependent variable, and the variables that reached p < 0.1 in Tables 1 and 2 (i.e.,
self-reported sleep duration, walking at normal and maximum speed, one leg stand,
comorbidities, SF-8 physical functioning, role-physical, social-functioning, and role-
emotional) as covariates.a
Variables OR (95% CI) p
Self-reported sleep duration 0.76 (0.58e1.00) 0.05
Walking at normal speed 0.11 (0.006e2.20) 0.15
Walking at maximum speed 0.03 (0.004e0.365) 0.004
One leg stand 0.92 (0.86e0.98) 0.009
Comorbidities 2.86 (1.08e7.53) 0.03
SF-8 Physical Functioning 0.93 (0.88e0.98) 0.01
SF-8 Role-Physical 0.93 (0.86e0.99) 0.04
SF-8 Social Functioning 0.92 (0.87e0.99) 0.02
SF-8 Role-Emotional 0.91 (0.83e0.99) 0.03
OR (95% CI) ¼ odds ratio (95% conﬁdence interval); SF-8 ¼ Short-Form 8.
a Although variables are presented together, they were analyzed one by one
(adjusted by age).and quality, and comorbidities, are related to general bodily pain in
a sample of older women participating in a recreational group.
Those people with high bodily pain had more comorbidities and
lower levels of QOL. Impairment in the functional well-being and
psychosocial factors was also present in individuals with high
bodily pain. With increasing pain, the results on the maximum
speed walking and one leg stand tests and in the QOL physical
functioning domain decreased.
Pain is subjective because of past experiences, personal values,
family history, personality, and emotional and cultural expecta-
tions. Therefore, pain includes both psychological and physiological
aspects.20 Osteoarthritis is the ﬁrst cause of chronic pain, and low
back pain is the most common site of chronic pain in adults.21 Silva
et al22 found that 84% of older adults had experienced pain for > 6
months. In addition, aiming to explore the relationship of pain and
healthcare utilization in a follow-up study (n ¼ 574 older men),
Peng et al14 veriﬁed that 26.3% of the participants reported pain and
were more likely to be hospitalized for a 12-month period than
pain-free individuals; however, only males were analyzed. Thus,Table 4
Stepwise logistic regression analysis considering bodily pain as a dependent variable
and age, walking at maximum speed, one leg stand, comorbidities, SF-8 physical
functioning, SF-8 role-physical, SF-8 social functioning, and SF-8 role-emotional as
covariates.
Variables OR (95% CI) p
Walking at maximum speed 0.03 (0.003e0.35) 0.005
One leg stand 0.93 (0.88e0.99) 0.03
SF-8 Physical Functioning 0.92 (0.87e0.98) 0.01
OR (95% CI) ¼ odds ratio (95% conﬁdence interval); SF-8 ¼ Short-Form 8.
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complaints.
In our previous study, we found that older adults with high
bodily pain had reduced sleep duration and quality.23 The present
results conﬁrmed the results of that study, although no signiﬁcant
difference was found for the subjective sleep quality. Moreover,
self-reported sleep duration only trended toward signiﬁcance
when the analysis was partially adjusted. A previous study found
that depression and anxiety were associated with alterations in
sleep patterns in patients with chronic pain.24
The prevalence of geriatric comorbidities, such as rheumatic
diseases, cancer pain, and angina, increases with age. These
comorbidities can then inﬂuence the pain's prognosis2 and impair
ADL performance. Low back pain, for example, may inﬂuence
functional disability and psychological factors.11 In the present
study, the high bodily pain group had signiﬁcantly more comor-
bidities than the low bodily pain group.
People with pain have been shown to have poor perceptions of
QOL.10e12 The results from this study demonstrated a negative
correlation between these variables. Speciﬁcally, higher bodily pain
in older womenwas associated with reduced QOL. In the only other
study on bodily pain in older adults conducted in northeastern
Brazil, the authors found a negative association between chronic
pain and QOL. This relationship was particularly strong in the
physical and social relationship domains. The authors of that study
used the World Health Organization Quality of Life (WHOQOL-
BREF) assessment and visual analog scale. However, only unad-
justed analyses were performed.12 In our study, we found that in
partially adjusted analyses, SF-8 physical functioning, role-physical,
social functioning, and role-emotional were statistically signiﬁcant.
However, in a fully adjusted model, only the physical functioning
domain remained statistically signiﬁcant.
There is an intriguing fact regarding the walking speed results.
The usual walking speed trended toward signiﬁcance, whereas the
maximum walking speed remained statistically signiﬁcant in all
analyses. Both tests can be considered muscle power indices (i.e.,
speed of movement per unit of time). However, walking at
maximum speed requiresmoremuscle power. The difference in our
ﬁndings might be explained by the fact that participants were all
physically active and that common activities did not produce sig-
niﬁcant pain in either group. It is possible that the only activities
that required strong effort may produce signiﬁcant differences.
These ﬁndings suggest that participating in a recreational group
may decrease pain, and improve social relationships, functional
autonomy, QOL, and psychological outcomes. Physical activity may
allow individuals with bodily pain to live a more independent life
with less physical, social, and functional burdens.2e4,15
Kamada et al25 evaluated physical activity status and chronic
low back and knee pain in 4559 Japanese adults who were 40e79
years of age, with 55.6% of the patients older than 60 years; 14% of
themwere diagnosed with chronic pain (low back pain and/or knee
pain). The results showed no signiﬁcant cross-sectional relation-
ships between physical activity and chronic pain.25 Conversely,
Silva et al22 conﬁrmed our results, ﬁnding a negative relationship
between pain intensity and physical performance (i.e., Short
Physical Performance Battery) in older Portuguese adults.
Liu-Ambrose et al26 found that agility training and resistance
training improved balance conﬁdence in community-dwelling
older women with low bone mass after approximately 3 months.
This training was also signiﬁcantly correlated with changes in their
general physical performance.26 Vincent et al27 studied the impact
of two resistance training interventions in obese older adults with
low back pain. These interventions included (1) total body resis-
tance exercises and (2) lumbar extensor exercises. Both in-
terventions decreased pain severity when performing ADLs,although the former was more successful in reducing self-reported
disability scores (back pain) and pain-catastrophizing (i.e., ten-
dency to focus on and amplify pain sensations and feel helpless
when pain occurs).27 The effects of different behavioral change
techniques to increase physical activity in the chronic pain popu-
lation have not yet been systematically explored.21
According to the American College of Sports Medicine's28 posi-
tion statement, “…regular exercise can minimize the physiological
effects of an otherwise sedentary lifestyle and increase active life
expectancy by limiting the development and progression of chronic
disease and disabling conditions.” Consequently, older adults
should be encouraged to include more physical activities in their
daily life routine. Physical activity should include resistance
training, which can help treat chronic pain and improve QOL.
The generic aspect of the bodily pain domain in SF-8 made it
difﬁcult to differentiate acute from chronic pain. However, the high
bodily pain group presented higher prevalence of low back pain
and arthropathy. Although these aspects were not deeply investi-
gated, we can speculate that the etiology of their reported bodily
pain might be originated speciﬁcally from low back pain and
arthropathy, indicating that they were probably complaining of
chronic pain.
Several limitations were present in this study, including (1) its
cross-sectional design, and (2) the fact that the pain information
collected considered only one question and used a self-report
approach. However, self-report data have shown to be valid in
previous research.19 Future studies are advised to design more
speciﬁc questions, such as those dealing with pain sites. The con-
sumption of painkillers should be accounted for to improve the
quality of pain assessment. Nevertheless, we believe that our
ﬁndings offer unique contributions to the understanding of pain in
older adults. Finally, we would like to reiterate that the SF-8 is an
abbreviated form of the SF-36 and contains the same domains. As
veriﬁed by Hawker et al,29 this assessment “is a valid and reliable
generic questionnaire designed to evaluate bodily pain as a
dimension of overall health and has been widely used interna-
tionally and in diverse populations.” Furthermore, this instrument
is correlated with other pain assessments, easy to administer, and
useful for making comparisons across different populations.29
In summary, the present study provides evidence that bodily
pain is speciﬁcally associated with low physical functioning (i.e.,
walking at maximum speed and one leg stand tests) and the
physical functioning QOL domain in older womenwho participated
in the recreational program. Pain is a subjective and complex
phenomenon that can negatively inﬂuence the daily functioning of
older persons, reﬂecting on the poor QOL of the individual. Our
ﬁndings show that a basic approach to evaluating pain can accu-
rately reveal the correlates of pain in an older population, leading
health professionals to further analyses. The results also show that
pain can be evaluated from an interdisciplinary approach. There-
fore, we suggest that the improvement in the physical condition of
older adults can improve their general health and QOL. However,
further research to improve on the limitations evident in this study
is necessary.
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